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Abstract

Exposure to wartime and post-war traumatic childhood events is a potent risk
factor for developing depression symptoms during youth. Using the sample of student
population from Serbia and Kosovo and Metohija, this paper attempts to determine if
there are gender differences in the occurrence of depression and to determine the
frequency of depression symptoms in relation to war-related experiences (WRE),
peace-time experiences (PTE), cumulative traumatic experiences (WRE+PTE), or
without traumatic experiences (TE). We used the following tools in the paper: general
questionnaire for demographic data and type of traumatic event exposure; Beck
Depression Inventory (BDI) for depression level and symptoms; for statistics, ANOVA
test and chi-square test; and for post-hoc analysis, Tukey’s Honestly Significant Difference
(HSD) test. The value of p<0.05 is taken as statistically significant. The females had a
slightly higher level of depression compared to males ((9.04+8.13:6.42+6.93); the group
with WRE+PTE had a statistically higher level of depression compared to all other
groups. In females, depression was higher in the group with cumulated trauma experiences,
compared to the group with PT (p=0.033) and to the group without TE (p=0.002). Those
females had more depression symptoms: crying, agitation, changes in sleep pattern,
concentration difficulty, and loss of interest in sex.

Results indicate the need for psychological support for young people, especially
for girls in war- and peace-time traumatic experiences.
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TPAYMATCKO UCKYCTBO U JENPECUBHOCT Y
CTYJEHTCKOJ NNIOIIYJALINJU/IIOJTHE PA3JIMKE

AncTpakT

W3znarama paTHUM M IIOCT-paTHHM TpayMaTckuM pnorahajuMa y ACTHUECTBY
MPENCTaBIbajy MOTCHIMjAIHE PU3HK (PaKTOpe 3a HACTAHAK JCIPECHBHUX CHMITOMA Yy
miagoctd. Llub paga je ma yTBpAMMO 1a JM MMa MONHUX PasliKa y TOjaBH Jerpe-
CHBHOCTH M Y YYECTAJIOCTH AETPECHBHUX CUMITOMA KOJ CTy[AEHaTa, Y 3aBHUCHOCTU O]
MPHCYCTBA WM OACYCTBA PA3IMUMTHX BPCTa TpayMma y paHHjeM mepuoxy. I'pyma cTy-
neHara n3 Cp6uje n Kocoa 1 Meroxuje mozesbeHa je y OfHOCY Ha TO Jia JIM Cy WCIIH-
TaHUIIM UMaNH: (a) ca paToM MoBe3aHa Tpaymarcka uckycrsa (WRE), (6) mupHomorncka
tpaymarcka uckycrea (PTE), (B) kymynatnBHa Tpaymarcka uckyctBa (WRE+PTE) n
0e3 Tpaymarckux uckycraBa (6e3 TE). ¥V pamy cmo kopuctumm: OMIITH YIHTHUK 32
Jemorpacke MojaTKe M TUI TPayMaTCKOT W3larama; BeKoBy ckaly AeNpecHBHOCTH
(BDI) 32 HUBO JEMPECHBHOCTH U JICTIPECHBHE CHMITTOME. Y CTaTHCTHYKOj 0OpajiH Mo ia-
Taka, kopuctiim cMo AHOBA Ttect u xu-kBazpar tecT. [locT Xok aHaim3a je m3BeneHa
mytreM Typkey-oBor Tecta (Tukey’s Honestly Significant Difference) (HSD). Bpennoctu
3a p<0.005 cy cmarpaHe CTaTHCTHYKM 3Ha4yajHUM. JKeHe MMajy Onaro BHIIM HHBO
JIETIPECUBHOCTH y otHOCY Ha Mymikapue (9.04+8.13:6.42+6.93); rpyna ca KyMyJIaTUBHUM
TpaymarckuM uckyctBoM (WRE+PTE) mMana je CTaTUCTHYKM 3HAYajHO BHIIM HHBO
JETIPECUBHOCTH y Topelery ca CBUM OCTaJMM Trpyrnama. Y Tpymnu [eBojaka ca
KyMyJHpaHHAM TpPayMaTCKUM HCKYCTBOM JAENPECHBHOCT je Ouiia 3Ha4YajHO BHUIIA Yy
onrocy Ha rpymy ca PT (p=0.033), xkao u y ogrocy Ha rpymy 6e3 TE (p=0.002). Ose
JIEBOjKE Cy HMaie BHIIE MAENPEeCHBHUX CHMITOMA, W TO Ha ajTEMHMa IITaKame,
y3HEMHpEHe, NMpoMeHa y oOpacily cliaBama, Telrkohe KOHIEHTpaluje W TyOHuTak
CEKCYaTHOT HHTEPECOBambA.

Pesynrarn ykasyjy Ha nmotpeOy 3a NCHXOJIONIKOM HOJPIITKOM MJIaJMMa, HAPOYHTO
JIeBOjKaMa M3JI0)KEHHM PaTHUM U APYTUM MUPHOJOTICKUM TPayMaTCKUM HCKYCTBHMA.

K/by4yHe peun: TpayMaTcKO HCKYCTBO, CTYAEHTH, ACMPECHBHUOCT, MIOTHE PA3IHKe

INTRODUCTION

Early traumatic experiences often precede psychosomatic and
psychopathological syndromes in adulthood. It is well known that child abuse
is connected to psychiatric syndromes such as depression and affective
disorders in later life. Some studies indicate a significant association between
maltreatment and neglect of a child and physical aggressiveness, psychotic
and non-psychotic disorders, and alcohol abuse in adults (Samardzi¢ et al.,
2010; Brown et al., 1999; Turner et al., 2006). The consequences of
maltreatment during childhood affect psychological development and mental
health. Some of them are: insufficient cognitive development and insufficient
intelligence (Koenen et al., 2003), neurobiological abnormality, dysfunctional
behaviour, aggression, addiction, and higher risk of psychiatric disorders
(Glaser, 2000; Ferguson et al., 1996; Schuck & Widom, 2001).
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Exposure to war-related and post-war traumatic events in childhood is
a potent risk factor for developing depression symptoms or clinical
depression in adulthood. The biological basis for such psychological
development is the sensitization of the neuroendocrine stress response and
insufficient emotional, somatic, and autonomic response to new negative
experiences. Female gender and family predisposition also have a significant
influence (Heim et al., 2008).

We noticed negative emotional reactions in students that encouraged
them to seek counselling. This was the basis on which we decided to
explore the negative experiences in their lives. In our previous research
(Ziki¢ et al.,, 2013), female students aged 18-23 were more prone to
depression and anxiety than males, especially if exposed to cumulated
traumatic war-related experiences. Some other findings indicate that
potential peace-time traumatic events in childhood can also provoke the
occurrence of depression symptoms in later life. Prospective epidemiological
study in England of more than 9,000 subjects showed that negative
childhood experience is associated with adult psychopathology, which is
not attenuated with age (Clark et al., 2010). Depression symptoms in 40
Khmer adolescents after war experience and peace time life events have
been associated with later posttraumatic stress disorder (PTSD) and
depression through different pathways during adolescent development
(Sack et al., 1996). In adolescent Cambodian refugees, a strong relationship
was found between war trauma and PTSD, but depression symptoms were
related to more recent negative experiences (Clarke et al., 1993).

In our region, in Bosnian refugee children aged 8-13, almost half
of them had clinical forms of depression and 23% had anxiety symptoms
after loss of parents during the war. Likewise, children whose parents
suffered from war trauma were more prone to depression (Papageorgiou
et al., 2000; Yehuda et al., 2001).

The prevalence of Major Depressive Disorder (MDD) reaches up
to 50% in the years following negative events, either war-related or peace
time. There is also co-occurrence of PTSD and MDD and a differential
diagnosis is sometimes difficult (Ducrocq et al., 2001).

Those findings suggest a connection between negative life experience
and negative emotions, as well as the importance of preventing exposure to
them.

During counselling with our student population, we noticed the co-
occurrence of war and post-war traumatic experience in childhood with
the current negative emotional symptoms. Some students exhibited various
depression symptoms if they had been exposed to adversities at a younger
age.
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OBJECTIVES

The primary objective of our study was to determine general
gender differences in the intensity of depression in our student population
and the frequency of depression symptoms depending on whether
exposure to traumatic experience was during wartime or peace time.

We also wanted to determine whether there is a difference between
males and females in their depression symptoms depending on the type of
traumatic experiences.

METHOD

The research was conducted in late May and early June 2011. We
included 534 students from Central Serbia and Kosovo and Metohija who
attended faculties of the Universities of Kragujevac, Ni§, and Kosovska
Mitrovica. All of the students had fulfilled questionnaires at their
faculties. In order to stay anonymous, the respondents returned the
questionnaires in sealed envelopes. After additional verification of the
guestionnaires, we found that 61 questionnaire was not completely filled
out and had to be excluded from the final processing. The questionnaires
were correctly filled out by 473 participants.

To obtain the necessary data, we used the following questionnaires:

1. General Questionnaire: used for demographic data and for types of
experienced traumatic events. A separate set of questions
addressed the war-related events from 1999 during the time of the
clashes. These were events in which the subject was exposed to
gunfire, crossfire, artillery attacks, bomb explosions, maltreatment
and torture, or arrest. The other set of questions considered peace-
time traumatic events: serious illness of oneself or family member,
death of a close one, divorce of oneself or parents, financial issues,
and restricted movement.

2. Beck Depression Inventory (BDI) (Beck, 1961): Beck’s depression
scale is a self-report questionnaire used to assess the intensity of
depression. It is composed of 21 items that are answered on a four-
point Likert scale ranging from 0 to 3 (with scores ranging from 0
to 63); higher scores indicate greater severity of depression. A cut-
off score for the presence of clinically significant form of
depression is 10 points. The scale is in Serbian. The final score can
be rated as: 0-9 — without clinical depression; 10-18 — mild
depression; 19-29 — moderate depression; and 30-63 — severe
depression (Richter et al.,1998).
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All participants were divided into four groups according to the type
of traumatic events to which they had been exposed.

1. Group with both types of events: war- and peace-time (WRE+ PTE);
2. Group with war-related experience (WRE);

3. Group with peace-time trauma experience (PTE);

4. Group without any traumatic experience (without TE).

In subsequent data processing, these groups were compared
according to depression and the frequency of some depression symptoms.
We also compared groups of females and males to determine if there is a
difference in depression intensity based on gender.

Statistical Processing

We determined statistically significant differences among the
groups using the ANOVA test and the chi-square test. We performed the
post-hoc analysis using Tukey’s Honestly Significant Difference (HSD)
test. The value of p<0.05 was taken as statistically significant. For
statistical processing, we used the statistical software SPSS 17.

RESULTS

The total sample of 437 subjects included 219 males (46.3%)
and 254 females (53.7%). The average age was 21.28 £2.44 years. The
level of depression for the total sample was 7.82+7.7, but females had
a slightly higher level (9.04+8.13) compared to males 6.42+6.93
(Table 1).

In the total sample, the highest depression level was found in subjects
with cumulated traumatic experiences (9.72) and the lowest in subjects
without traumatic experiences (TE) (5.98). The difference between groups
was significant.

In the male group, the highest depression was found in those with
both WRE and PTE experience (8.13) and the lowest in those with WRE
(4.85).

The level of depression was higher in females with cumulated and
only war-related traumatic experience compared to the ones without those
events (Table 1).
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Table 1. Depression intensity depending on traumatic experience

Depression in the total sample

95%
Confidence Interval
Types of traumatic N M SD Lower Upper F P
experience ean Bound Bound
WRE +PTE 180 9.72 8.39 8.48 10.95
WRE 154 719 784 5.93 8.43
PTE 41 6.32 493 4.76 7.87  6.601 0.000
Without TE 98 598 6.3 4.72 7.24
Total 473 782 1.7 7.12 8.52
Depression in males
95% Confidence
Types of traumatic Interval F p
experience Lower Upper
N Mean SD Bound Bound
WRE+PTE 84 813 7.49 6.50 9.76
WRE 72 485 582 3.48 6.22
PTE 14 621 548 3.05 9.38  3.158 0.026
Without TE 49 584 7.30 3.74 7.93
Total 219 642 6.93 5.49 7.34
Depression in females
95% Confidence
Types of traumatic Interval = p
experience Lower Upper
N Mean SD Bound Bound
WRE+PTE 96 11.10 8.92 9.30 12.91
WRE 82 924 879 7.31 11.18
PTE 27 637 473 4.50 8.24  5.427 0.001
Without TE 49 6.12 519 4.63 7.61
Total 254 9.04 8.13 8.04 10.04

N = number of patients; SD = standard deviation; F = ANOVA coefficient;
WRE — war-related experience; PTE — peace-time traumatic experience;
TE — traumatic experience

Post-hoc analysis showed a significant difference between groups
in the level of depression caused by different traumatic experiences. The
group with cumulated traumatic experiences had a statistically higher
level of depression compared to all other groups, e.g. with the group with
WRE (p=0.013), the group with PTE (p=0.013), and the group without
TE (p=0.001).

The similar result was obtained in relation to groups of males and
females. In the male group, depression was significantly higher in those
with cumulated WRE + PTE as compared to the group with only WRE
(p=0.016). In females, depression was higher in the group with cumulated
trauma experiences, compared to the group with PTE (p=0.033) and to
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the group without TE (p=0.002). Our results indicate a statistically
significant difference in the depression symptoms between genders,
depending on traumatic experience (Table 2.).

Table 2. Depression symptoms and gender depending on traumatic

experience

Depression WRE+PTE WRE PTE Without TE
symptoms X2 df P X2 df P X2 df P X2 df P

value value value value
Sadness 5308 3 0.151 18.135 3 0.000* 3.827 2 0.148 2111 2 0.348
Pessimism 1546 3 0.672 6581 3 0.087 6.343 3 0.096 2439 3 0.486
Past Failure 7126 3 0680 5062 3 0167 0.742 2 0.690 2311 2 0.315
Loss of Pleasure 2087 3 0555 6639 3 0.084 4805 3 0.187 3.867 3 0.276
Feeling of Guilt 1402 3 0704 1.034 3 0.793 212 2 0.347 0483 2 0.612
Need for Punishment 3.242 3 0.356 5860 3 0.119 2572 3 0462 2442 3 0486
Self-hatred 1513 3 0679 0294 3 0961 0235 1 0.628 1.143 2 0.565
Self-criticism 4837 3 0180 7.009 3 0.072 1691 2 0429 6.693 3 0.082
Suicidal Thoughts 1925 3 0588 0510 2 0.775 0831 1 0466 2.045 2 0.360
Crying 34136 3 0.000* 17.559 3 0.001* 6.858 3 0.071 2.806 3 0.423
Agitation 21.018 3 0.000* 11.932 3 0.008* 3.105 3 0.376 546 3 0.141
Loss of Interest 0028 2 0986 9.251 30.026* 0579 2 0.749 2.066 3 0.559
Indecisiveness 1376 2 0502 4.037 3 0257 168 2 0432 1591 3 0.661
Worthlessness 1367 3 0716 2812 3 0422 1977 1 0160 0545 2 0.761
Loss of Energy 5588 3 0.133 8636 30.035* 0595 2 0.743 6.937 3 0.074
Changes in Sleep 1757 3 0.001* 12.130 3 0.007* 0.441 2 0.802 3.676 3 0.299
Pattern

Tiredness or Fatigue 5407 3 0.144 10115 30.018* 1191 2 0551 1.167 2 0.558
Changes in Appetite  1.073 2 0585 9.710 3 0.021* 0.934 2 0627 2012 3 0570

Concentration 13981 3 0.003* 13.861 3 0.003* 6.244 3 0100 6.64 2 0.035
Difficulty *
Concern about 5649 3 0130 6458 3 0091 1522 1 0217 073 2 0.694
Health

Loss of Interest in Sex 10.636 3 0.014* 7.323 3 0.062 0.165 1 0.685 3.614 2 0.306

WRE — war-related experience; PTE — peace-time traumatic experience;
TE — traumatic experience

In the group with cumulated traumatic experience (WRE+PTE)
there was a statistically significant gender difference based on depression
symptoms for the following items: Crying, Agitation, Changes in Sleep
Pattern, Concentration Difficulty, and Loss of Interest in Sex. Those
symptoms were more frequent in all females. They cried considerably
more often than before, they got agitated more easily, they were more
irritable and sleepless, they had concentration difficulties and a diminished
interest in sex (Table 3).
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Table 3. Gender difference in the group with cumulated trauma

experience
Crying Usual crying Crying more Crying all the  Feel like Total
than usual time crying but

cannot
Male 66 (78.6%) 5 (6.0%) 1(1.2%) 12 (14.35) 84 (100%)
Female 41 (42.7%) 35 (36.5%) 9 (9.4%) 11 (11.5%) 96 (100%)
Agitation Usual Agitated and  Agitated all | cannot get Total

agitation irritated more  the time agitated in
than before situations that
agitated me

before
Male 61 (72.5%) 16 (19.0%) 3(3.6%) 4 (4.8%) 84 (100%)
Female 40 (41.7%) 45 (46.9%) 1 (1.0%) 10 (10.4%) 96 (100%)
Changes  Usual sleep  Sleepingis  Wakingup Waking up a Total
in Sleep pattern  notasgood as one or two few hours
Pattern usual hours earlier  earlier than

usual
Male 47 (56.0%) 22 (26.2%) 14 (16.7%) 1(1.2%) 84 (100%)
Female 32 (33.3%) 54 (56.3%) 8 (8.3%) 2 (2.1%) 96 (100%)
Concen- Usual I cannot Difficulty in I cannot Total
tration concentration concentrate as maintaining  concentrate
Difficulty usual concentration on anything

on anything

Male 53 (63.1%) 26 (31.0%) 1(1.2%) 4 (4.8%) 84 (100%)
Female 41 (42.7%) 37(38.5%) 14 (14.6%) 4 (4.2%) 96 (100%)
Lossof  Usual interest Lessinterest Much less  Total loss of Total
Interest in in sex in sex than interest in sex interest in sex
Sex usual
Male 80 (95.2%) 2 (2.4%) 0 (0.0%) 2 (2.4%) 84 (100%)
Female 76 (79.2%) 14 (14.6%) 1 (1.0%) 5 (5.2%) 96 (100%)

In the group with WRE there was a statistically significant gender
difference in the frequency of certain symptoms (Table 4). Women were
more often sad, cried more than usual and got more agitated and irritated
than before. They also had less interest in other people, had to make
special effort to get things started, their sleep was not as good as usual,
they were more tired, their appetite was reduced, and their concentration

was diminished (Table 4).
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Sadness Not sad lamsad  Sadnessall the So sad that | Total
time, | cannot  cannot bear it
get over it anymore
Male 69 (95.8%) 3 (4.2%) 0 (0.0%) 0 (0.0%) 72 (100%)
Female 57 (69.5%) 20 (24.4%) 3 (3.7%) 2 (2.4%) 82 (100%)
Crying Usual crying Crying more  Crying all the Feel like crying ~ Total
than usual time but cannot
Male 66 (91.7%) 3 (4.2%) 0 (0.0%) 3(4.2%) 72 (100%)
Female 53 (64.6%) 18 (22.0%) 5 (6.1%) 6 (7.3%) 82 (100%)
Agitation Usual Agitated and  Agitated all I cannot get Total
agitation irritated more the time agitated in
than before situations that
agitated me
before
Male 56 (77.8%) 12 (16.7%) 0 (0.0%) 4(5.6%) 72 (100%)
Female 44 (53.7%) 32 (39.0%) 2 (2.4%) 4(4.9%) 82 (100%)
Loss of Usual Less interest  Mostly not Complete loss  Total
Pleasure interest in in people than interested in  of interest in
people usual people people
Male 57 (79.2%) 14 (19.4%) 0 (0.0%) 1(1.4%) 72 (100%)
Female 52 (63.4%) 24 (29.3%) 6 (7.3%) 0(0.0%) 82 (100%)
Loss of Able towork  Need extra Need very Not able to Total
Energy asusual  efforttostart mucheffortto  work atall
doing things  do anything
Male 59 (81.9%) 12 (16.7%) 1 (1.4%) 0(0.0%) 72 (100%)
Female 51 (62.2%) 24 (29.3%) 5 (6.1%) 2 (2.4%) 82 (100%)
Changes in Usual sleep Sleeping isnot Wakingup ~ Waking up a Total
Sleep Pattern pattern as good as one or two few hours
usual hours earlier ~ earlier than
usual
Male 52 (72.2%) 17 (23.6%) 3 (4.2%) 0 (0.0%) 72 (100%)
Female 38 (46.3%) 37 (45.1%) 4 (4.9%) 3(3.7%) 82 (100%)
Tiredness or  Usual fatigue Getting tired  Getting tired Too tired to do Total
Fatigue easily in all activities ~ anything
Male 53 (73.6%) 16 (22.2%) 3 (4.2%) 0(0.0%) 72 (100%)
Female 4352.4%) 34 (41.5%) 2 (2.4%) 3(3.7%) 82 (100%)
Changesin  More reduced Appetite isnot  Very poor Total loss of Total
Appetite appetite than  as good as appetite appetite
usual before
Male 60 (83.3%) 8 (11.1&) 4 (5.6%) 0(0.0%) 72 (100%)
Female 50 (61.0%) 20 (24.4%) 11 (13.4%) 1(1.2%) 82 (100%)
Concentration Usual | cannot Difficulty in | cannot
Difficulty concentration concentrate  maintaining  concentrate on
like usual ~ concentration anything
on anything
Male 52 (72.2%) 13 (18.1%) 5 (6.9%) 2(2.8%) 72 (100%)
Female 40 (48.8%) 36 (43.9%) 6 (7.3%) 0 (0.0%) 82 (100%)

In the group without TE, a statistically significant difference was
found for concentration difficulties — women could not concentrate like
usual. In the group with PTE, there was no gender difference in
depression symptoms (Table 2)
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DISCUSSION

Early adversities and wartime and peace-time exposure to traumatic
events could be important for early adulthood psychopathology. The
mental health of young people depends on numerous factors. Recent
emotional experience and developmental conditions during childhood
shape the personality and psycho-social functioning. Our sample of
student population was exposed to war-related experience during the most
sensitive period of their growth, at the ages of 6-11. A considerable
number of them also had some traumatic events in the post-war period.

During adolescence and young adulthood, psychological counselling
is important to cope with learning difficulties or emotional issues during
studying. We noticed that depression symptoms are the main psychological
issue. In most cases, they do not reach the level of a psychiatric disorder, but
can still interfere with their academic achievement. In our sample, the
persons with war-related and non-war-related trauma exposure also had more
depression symptoms as well as a higher depression score compared to those
without adversities. It means that young people exposed to cumulated
traumatic experiences are possibly at risk of developing depression symptoms
in early adulthood. This result is similar to the conclusions of Chu et al.
(2013) that early life trauma predisposes nonclinical community adults to
depression and anxiety symptoms when compared to those without childhood
trauma and adult trauma exposure. The findings of some other authors also
confirm that accumulated traumas are important for later depression,
posttraumatic stress disorder, and anxiety (Jamil et al., 2007; Chu et al., 2013).

Other studies from our region also emphasize that depression is a late
psychological consequence of war. In the findings of Nelson et al. (2004),
depression was detected in 49% of civilian subjects in Kosovo and in
Belgrade, three years after NATO bombing, suggesting a connection between
war-related traumatic experiences and later affective disorders. Similar
results pertain to depression and other psychiatric comorbidities, ten years
after the civil war in former Yugoslavia, which are connected with multiple
war-related traumatic events and not with post-war or peace-time trauma
(Morina et al., 2010). Opposing results were found in two other studies,
performed in Bosnia (Kucukali¢ et al., 2004) and in Serbia (Pejovic-
Milovanovié et al., 2002). They claimed that maltreatment in childhood is
more significant for predicting symptoms of depression and anxiety than
war-related experience.

In a similar study, the most common factors that preceded depression
in adolescence were maltreatment and neglect, but the authors did not
find a gender difference (Harkness et al., 2008). In addition, the war-
related trauma predispose persons to sleep disorder, reduced body mass
index, symptoms of anxiety, and depression in adulthood if they have
been exposed between the ages of 9 and 12, but without any gender
difference (Llabre & Hadi, 2009).
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In our sample there is a gender difference. The females showed
more emotional difficulties and depression symptoms and their depression
was more pronounced than in males. Our results are consistent with recent
findings that female adolescents exposed to war and post-war childhood
trauma were more prone to risk behaviour and depression symptoms than
males (Okello et al., 2013). Gender differences in psychological consequences
of war were observed in child soldiers in Nepal. Girls developed depression
and boys developed PTSD (Kohrt et al., 2008).

In our group with WRE only, females also had more depression
symptoms, as was the case with the group without traumatic experience,
as compared to males. In the male group, the level of depression was
higher if they had been exposed to cumulative traumatic experience
compared to those with only WRE. Cultural factors in our country might
explain why boys are more resilient to war events than girls. We found
that our female students expressed more depression symptoms if exposed
to cumulative traumatic experience. They cried more, got more agitated,
slept less, lost interest in sex, and experienced concentration problems.
These depression symptoms could indicate their higher vulnerability to
stress or they may represent learned behaviour in a family setting. On the
other hand, the psychological symptoms that do not constitute clinical
depression could be a part of adolescent development and their way of
coping with the current and past negative events. Higher frequency of
depression symptoms in girls could indicate their higher exposure to
adversities during childhood than in boys (WRE and PTE). In those who
develop depression after childhood adversities, structural and functional
changes in their brains lead to altered emotional, cognitive, and autonomic
processing and converge to mood and anxiety symptoms. In general, clinical
depression is more common in women than in men and such gender
difference is attributed to neuroendocrine specificity — influence of oestrogen
on the hypothalamus and corticotrophin-releasing factor neurons, as well as
on the serotonin transmission system. Sex hormones play a role in the
development and plasticity of other limbic centres important for stress
responsiveness, such as the hippocampus and amygdale, which are also
involved in the exhibiting of depression symptoms and behaviour (Heim et
al., 2008).

Yet, our study is not free of limitations. Our sample consists of a
relatively healthy student population in which depression did not reach a
clinically significant level. We considered only groups with war and post-
war traumatic events and without traumatic exposure, respectively. Many
other parameters, such as family history of psychiatric disorders and current
living conditions, were not considered. Risk behaviour and academic
achievement should be monitored in the next prospective study and
estimated in relation to existing traumatic experiences and depression
symptoms. A more detailed assessment of many parameters is required in
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order to establish a connection between early war and post-war traumatic
exposure and specific depression symptoms. Our findings suggest a need
for further study of emotional consequences of exposure to traumatic
events and mental health effects on young people after cumulative
traumatic experiences. Gender specific intervention for female students
could prove to be significant. It is necessary to promote and improve
psychological intervention after traumatic events at an early age in order
to prevent depression symptoms in adulthood.

CONCLUSION

In our sample of student population from Kosovo and Metohija
and Serbia there was a gender difference in the level of depression and
frequency of depression symptoms according to the type of traumatic
events in childhood. The average depression level was higher in females
than in males but did not meet the criteria for clinical depression. There
were more depression symptoms and a higher depression level in females
exposed to cumulated trauma experience (WRE+PTE) compared to those
with only one type of traumatic event or without traumatic experience, as
well as compared to males.

The results indicate the need for psychological support for young
people, especially for girls with war- and peace-time related traumatic
experiences in childhood.
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Omusepa XKuxuh, 'opnana Hukommh, Yausepsnter y Humry, Menunnacku
¢axynrer, Hum

TPAYMATCKO UCKYCTBO U JENPECUBHOCT Y
CTYJEHTCKOJ IIOIIYJIALIUJU/IIOJIHE PA3JIMKE

Pe3ume

Pana Tpaymarcka HCKycTBa YecTO HPETXOAE INCHXOCOMATCKUM M IICHXOIATo-
JIOIIKUM CHUMITTOMHMa y ozpacioM no0y. J{oOpo je mosHaro ma je 31oynorpeba perera
MOBE3aHa Ca HACTAaHKOM IICHXHjAaTPHjCKUX CHHIPOMAa Yy KacHHjeM >KHBOTY, HAapOYHTO
JeTnpecujoM 1 IpyruM adexTHBHAM nopeMehajuma. Jlocamanme HCKYCTBO yKasyje fa nu3-
JIarambe PaTHUM U MOCIEPaTHUM TPAyMaTCKUM Jioraljajuma y IeTHECTBY HPECTaBIba pU-
3WK (paKTOp 32 HACTaHAK ACTPECHBHUX CHMIITOMA WM KIMHUYKE JCMpecuje Yy KaCHHjeM
JKHBOTY. broJomnka 0CHOBa OBaKBOT' IICHXOJIOIIKOT Pa3Boja je CEH3UTH3ALMja HEYPOCH/IO-
KPHMHOT' CTPECHOT OZIrOBOPA M MHCY(HUIIMjEHTHA EMOLIMOHAIHA TeJIeCHA M ayTOHOMHA pe-
aKIMja Ha HOBAa HEraTWBHA MCKYCTBA. 3HAYAjHM YTHWIIAj MMa JKCHCKU TOJ M MOPOJUYHA
HpeUCIIO3NIMja. Y CaBeTOJaBHOM pajly ca HalllUM CTYACHTHMA, PUMETHIIH CMO Jia ce
PAaTHO U IIOCIIEPATHO TPAyMaTCKO UCKYCTBO Y JIE€THE-CTBY jaBiba 3ajeIHO Ca aKTYEITHUM JIe-
HPECUBHUM cuMnTomMuMa. VictpakuBameM cMo o0yxBatiii 473 crynenta ca Kocosa u u3
nenrpaimie Cpbouje. [IprumapHn 1wk je 6Ho 1a OApeuMO pasiuKy y MHTEH3HUTETY AeIpe-
CHUBHOCTH Mel)y TIOJIOBHMA M y4eCTaNoCT ACMPECUBHUX CHMIITOMA Y 3aBUCHOCTH OJ] U3JI0-
JKEHOCTH PaTHUM WM MHUPHOJOIICKMM HeraTWBHUM jaorahajuma. Takohe cmo xemenn na
YTBPAMMO [1a JIM TIOCTOjH paziuka u3Mely MyIIKapara 1 )eHa y 3acTYIJbeHOCTH JIeTIpe-
CHBHHMX CHUMIITOMA Y 3aBHCHOCTH OJ] THIIA TPAayMaTCKOT HCKYCTBa. [IpUMEHMIIM CMO:
OmmuTy ynuTHYK 3a AeMorpad)cke MojaTke M HOJaTKe O BPCTH TPAayMaTCKOT M3JIarama:
MOBE3aHOT Ca PaToM, MOBE3aHOT Ca MUPHOJIONICKIM TpayMaMa, ca KyMyJIaTUBHUM TpayMa-
Ma. 3a Mepere HHTEH3UTETa JACTIPECHBHOCTH M YIECTATIOCT ASTIPECHBHUX CHMIITOMA, TIPH-
MeHWI cMo bekoBy ckaiy penpecuBHOcTH. Pesynratn ykasyjy fa y ORHOCY Ha ILIelo-
KyIlaH y30paK rpyla ca KyMyJIHpaHHM TPayMaTCKUM HCKYCTBOM je MMaya CTaTHCTHUKU
3HA4YajHO BHILM HUBO JICIIPECHBHOCTH y OJIHOCY Ha CBE OcTaie rpyre. JKeHe nMajy Hewro
BHILY JICMPECHBHOCT OJf MYyIIKapana. Y Tpylu ca KyMyJIHpaHUM TpayMaTrCKHUM HCKY-
CTBOM, JKEHE MMajy 3Ha4YajHO BHILE JACTPECUBHUX CHMIITOMA — IUIAKaEhe, Y3HEMUPEHOCT,
nopemehaj cnaBama, Temkohe KOHLEHTpalHje 1 TyOUTaK CeKCyaJIHOI MHTEPECOBaba — Y
oJiHOCY Ha MyIkapiie. JKeHe ca KyMy/IMpaHUM TpayMaTCKUM MCKYCTBOM MMajy BHILE Je-
MPECUBHUX CHMIITOMa Y OJJHOCY Ha OHE Ca MHPHOJOIICKUM TPayMaTCKUM HCKYCTBOM M
oHMMa 0e3 TpayMmaTcKor UCKycTBa. Hamm Hamasu ykasyjy Ha notpely Jajber UCTpaxu-
Barba EMOLMOHATHUX TOCTENIA U3Jaramba TpayMaTcKuM JorahajuMa W mocieauna Imo
MEHTAJHO 37IpaBJbe MJIAMX HAKOH KyMYJATHBHOT TpayMaTcKOr McKycTBa. IToTpeGHO je
rcrahy 3Ha4aj TICUXOJIOMIKMX WHTEPBEHIMja HAKOH TpayMarckux norahaja y mmahem ys3-
pacty nia Ou ce IpeBeHnpara rnojasa IeNpPeCHBHUX CHMIITOMA Y OJJpaciioM JI00Y.



